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Abstract
Adjustment to Relocation to an Assisted Living Facility
Lisa Whipple Drozdick
Assisted living has become the fastest growing senior housing alternative for older
adults, yet little research has been conducted with residents of assisted living. Relocation
involves a major life change and is associated with health problems, poor adjustment, and
increased mortality. Research on relocation into nursing homes suggests declines in health and
psychological well-being frequently follow relocation and are greatest one to two months
following entry into the facility. Control over the decision to relocate and control within the
facility following relocation have been related to physical and mental health. Assisted living
residents are similar to nursing home residents so similar patterns of adjustment, though
potentially less severe, are likely to be seen in assisted living residents. The current study
compares 18 residents of assisted living with 19 community dwelling older adults at three times
on various aspects of adjustment, including physical and functional health, depression, life
satisfaction, affect, and anxiety over a three month period following relocation in the assisted
living group. Assisted living residents did not show the expected decline over the first several
months following relocation, perhaps due to health stabilization. However, residents of assisted
living did report lower life satisfaction and exhibited greater disparity between actual and desired
control than community residents. Moreover, both the community dwelling older adults and
residents of assisted living were clinically distressed on measures of depression and anxiety. The
groups did not differ on the amount of change in health and psychological well being
experienced over time, demonstrating similar rates of decline over time. Decisional control was
negatively related to depression and positively related to physical and functional health. In
addition, actual environmental control was positively related to physical and functional health
and life satisfaction and negatively related to depression, negative affect, and anxiety. Health has
been related to depression and life satisfaction, and the significant correlations between health
and the adjustment variables suggests that health played a role in the current study. Overall, the
study demonstrated the importance of control, social support, and health of adjustment to
relocation into assisted living facilities. Limitations and future directions are included.
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Adjustment to Assisted Living 1
Adjustment to Relocation to an Assisted Living Facility
As the number of older adults has grown over the past decades, so have the number of
housing options available to the elderly. Traditionally, older adults who were unable or did not
desire to live alone were taken in and cared for by family members. Those who had no family
were frequently placed in long-term care facilities. However, the availability of familial
caregivers today is often limited due to smaller family size and increased geographic distance
between family members. For these reasons, as well as the increased personal wealth of seniors,
the demand for alternative housing choices for older adults has increased (Keslosky & Stevens,
1999). This need is particularly high among seniors who do not own and reside in their own
home because they typically spend more money on housing than on food, healthcare, clothing, or
transportation (Gilderbloom & Mullins, 1995). Although personal wealth has increased among
older adults, those who require specialized housing are likely to face financial hardship. Options
for older adults seeking non-community housing include retirement communities, congregate
care facilities, assisted living facilities, continuing care residential communities, and board and
care homes, and offer varying degrees and levels of care. Currently, with an annual growth rate
of 25 to 30 percent, the fastest growing housing alternative for older adults is assisted living
facilities (Hawes, Phillips, & Rose, 2000; Keslosky & Stevens, 1999).
Assisted living facilities provide care and physical assistance to residents in a homelike
setting and are frequently described as a step between living at home and living in a nursing
home. They differ from nursing homes in the amount of care they provide (i.e., less than 24-hour
medical supervision and less assistance with personal and medical needs) and in their emphasis
on resident independence and autonomy. Approximately 1.15 million people, the majority of
whom are older adults, currently reside in assisted living facilities (National Center for Assisted
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Living [NCAL], 1998). With increasing numbers of facilities under construction, an average
occupancy rate of 95.7 percent (Keslosky & Stevens, 1999), and the continuing growth of the
older adult population, demand for assisted living facilities will likely remain high for many
years.
Despite the popularity of assisted living, little research has been conducted with residents
of these facilities, including research on the claims of assisted living as a step between nursing
homes and private residences. Comparisons of residents in assisted living and residents in
nursing homes show that demographically there are few differences between the two groups.
Residents are similar in age, gender, and marital status. (Frytak, Kane, Finch, Kane, and MaudeGriffin, 2001; Kane & Wilson, 1993; Pruchno & Rose, 2000). However, assisted living residents
on average have a higher monthly income and attained a higher level of education than residents
of nursing homes (Pruchno & Rose, 2000). In addition, they are less cognitively and functionally
impaired, and less physically frail than nursing home residents (Kane, Huck, Frytak, Kane &
Finch, 1999 as cited in Frytak et al., 2001). See Table 1 for a comparison of the characteristics of
assisted living and nursing home residents. Interestingly, Frytak et al. (2001) found no difference
in changes over time in physical functioning, psychological well-being, or pain and discomfort
levels between residents of nursing homes and residents of assisted living. Moreover, baseline
levels of psychological well-being and pain and discomfort levels were similar in the two
groups. Only disability differed between groups at baseline, with nursing home residents being
more physically and cognitively disabled than residents of assisted living facilities. Although
differences in physical health and cognitive ability exist between the two groups of residents,
Pruchno and Rose suggest that the ability to pay, not physical or cognitive status, often
determines which type of housing facility an older adult relocates to as his or her need for care
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increases. However, as more states fund assisted living through Medicaid and Medicare, this
disparity may diminish.
Relocation, regardless of destination, involves a major life change for an individual,
similar to marriage, divorce, and retirement, and is widely considered to be stressful to
individuals (Brammer, 1992; Kasl, 1972; Seligman, 1975). Such life events have been associated
with increased health problems, poor adjustment, and increased mortality (Birren, 1965;
Rowland, 1977; Tobin, 1989). Within a five year period, roughly one-third of people over the
age of 65 change residences (Maddox et al., 1987). Moreover, Wilmoth (1998) found that after
the age of 75, the chance of experiencing a change in living arrangement increases dramatically
form roughly 10 percent of 75-year olds and 25 percent of 85 year olds relocating, with the risk
of institutionalization (i.e., entry into an environment providing specialized services, such as a
nursing home, assisted living facility, or hospital) increasing with age. Moving may be
particularly stressful for the older adult as it often occurs after an individual has experienced
previous losses (e.g., death of spouse or friends, health deterioration) and psychological, social,
and financial resources are diminished (Birren; Brand & Smith, 1974; Mikhail, 1992; Nay,
1995). Nearly 80 percent of individuals relocating into assisted living facilities and
approximately one-third of individuals relocating to nursing homes come from residential homes
(Gabrel & Jones, 2000; Hawes, Phillips, & Rose, 2000). Relocation into a controlled
environment, such as an assisted living or long-term care facility, may be particularly stressful,
due to the additional loss of personal independence. As the population of older adults continues
to grow, more individuals will face the transition from living in the community to residing in a
senior care facility.
Several risk factors for institutionalization have been identified using nursing home
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samples (Grayson, Lubin, & Van Whitlock, 1995). Similar studies have not been conducted with
assisted living residents but results are likely applicable to this group given their demographic
and medical similarity to nursing home residents. The studies identifying risk factors are useful
in identifying at-risk community dwelling older adults, who are more similar to current nursing
home residents than other community-dwelling older adults (Tobin & Lieberman, 1976). In an
analysis of current nursing home residents, several factors were found to predict nursing home
placement: increased age, Euro-American ethnicity, living alone, having few non-familial
supports, having limitations in activities of daily living, experiencing prior hospitalizations or
nursing home admissions, and expressing limited control over future health (Wolinsky, Callahan,
Fitzgerald, & Johnson, 1992). Not surprisingly, assisted living and nursing home residents share
many of these characteristics. The typical nursing home resident is an 83-year old widowed (or
single) Caucasian female with minimal financial resources who is facing a serious health
problem (Sahyoun, Pratt, Lentzner, Dey, & Robinson, 2001). The typical assisted living resident
is an 85-year old widowed (or single) Caucasian female who is mobile but requires assistance
with at least one instrumental activity of daily living (Hawes, Rose, & Phillips, 1999; NCAL,
1998). One-third of individuals entering a nursing home come from acute care hospitals (Kane,
Ilston, Kane, & Nyman, 1990), and one quarter of individuals entering assisted living relocate
from acute care hospitals or nursing homes (NCAL, 1998). These findings emphasize the role
health factors play in residential relocation decisions and participation in relocation decisions.
In studies of involvement in discharge planning by elderly patients of acute care
hospitals, only 50 percent of older patients reported being involved in relocation decisions
(Coulton, Dunkle, Goode, & MacKintosh, 1982; Minichiello, 1986). Family members and
physicians often make or heavily influence these decisions (Coulton et al., 1982; Nay, 1995). In
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addition, many older individuals report the decision as forced (i.e., no other choices) or state that
all possible choices were negative. Hawes, Phillips, and Rose (2000) found that 70 percent of
individuals entering assisted living facilities made the decision to relocate with the help of
someone else, typically their family (90.5%) or personal physician (17.7%). However, only 52
percent of those individuals reported they had complete or almost complete control over the
decision and 25 percent reported little or no control over the decision. Since choice in relocation
has been found to be related to adjustment in relocation to retirement communities, low-income
housing for the elderly, and congregate housing for the elderly (Armer, 1993; Armer 1996;
Baglioni, 1989; Beaver, 1979; Timko & Moos, 1989), individuals not involved in the decision to
relocate may be at risk for poorer outcomes. Further, research demonstrating the positive effects
of control (i.e., the ability to manipulate some aspect of the environment) on both physical and
psychological health (Rodin, 1986a) suggests that the loss of decisional control (i.e., ability to
choose from several alternatives) regarding relocation and control within the senior care facility
may place older adults at risk for poorer physical and psychological health following relocation.
Adjustment to Relocation
As previously stated, few studies have been conducted on assisted living facilities or the
residents of these facilities. However, research on relocation of older adults in general, and on
relocation into nursing homes, may provide some guidance into the investigation of relocation
into assisted living. Given the similar increase in supervision and decrease in independence
found in both nursing homes and assisted living facilities, relocation into an assisted living
facility may have a similar impact on individuals as that experienced by individuals relocating
into nursing homes. Several studies suggest that health and degree of control post-relocation
heavily influence the impact of relocation (Baglioni, 1989; Kasl & Rosenfield, 1980). Since the
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move into assisted living generally follows a decline in physical or mental health, the effects of
relocation are likely to be more negative than relocation within the community or to retirement
communities, which do not typically involve such declines in health. In addition, relocation to
assisted living is potentially less negative then relocation to a nursing home, which typically
involves a significant decline in health status. Moreover, the marketing of assisted living
communities as housing alternatives for frail elderly needing additional care, but not skilled
nursing care may have created a group of older adults who are physically healthier than nursing
home residents but more dependent than community dwelling older adults. Therefore, older
adults relocating into assisted living may exhibit similar, though potentially less severe,
adjustment patterns as those relocating to nursing homes (Pruchno & Rose, 2001). Given the
lack of research on assisted living, and the similarity between nursing home and assisted living
residents, the research on adjustment to relocation into nursing homes will be described,
followed by a review of the few studies conducted with residents of assisted living.
Research on Adjustment to Relocation into Nursing Homes
Carmago and Preston (1945) were the first to publish a formal study on relocation to
long-term care facilities. They found that the mortality rate among relocated older adults was
2-11 times higher than the mortality rate among community-dwelling older adults, with 16% of
patients dying within the first month and 46% within the first year. Much of the early research on
relocation focused on mortality and the negative physical effects of relocation (Danermark &
Ekström, 1990). Like Carmago and Preston, early studies demonstrated a higher rate of death
during the first month following relocation in older adults when compared to older adults
remaining in the community (Rowland, 1977). However, research conducted since these early
studies has produced conflicting results. Some studies have shown an increase in mortality
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(Aldrich & Mendkoff, 1963; Pablo, 1977) and other studies have found no increase in mortality
following relocation (Markson & Cummings, 1976; Watson & Buerkle, 1976). In a
comprehensive review of studies examining the effects of relocation on mortality, Borup (1983)
examined pre-relocation health information and found that individuals who were relocating had
poorer physical health than non-relocating individuals. This is not surprising as individuals
moving into nursing homes or homes of relatives are likely to have diminished health requiring
them to move to a more restrictive or supervised environment. Therefore, individual health
variables influenced findings in relocation studies more than the actual move. Borup concluded
that relocation may be stressful to an individual but does not hasten death. In other words, death
was caused by pre-existing medical conditions in relocated individuals not by relocation.
Moreover, Kasl (1972) suggested that the impact of relocation is unclear with adverse reactions
related to many factors other than relocation, including health, preparation for relocation, and
changes in social support. While the debate over the effect of relocation on mortality continues,
attention to other effects of relocation has developed.
The early studies that utilized mortality as their main measure of adjustment concluded
that older adults who died demonstrated poorer adjustment than those who survived. Although
mortality is an important index of adjustment, it offers no information on the psychological,
social, and physical adjustment to relocation. More recent research has explored psychological
(e.g., quality of life), social (e.g., number of activities), and other aspects of adjustment, in
addition to mortality. Measures of adjustment vary according to the specific interests of the
particular researcher but typically involve measures of health, life satisfaction, and morale
(Coleman, 1990). The more recent studies on relocation have provided valuable insight into the
adjustment process.
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Several variables related to relocation have been found to influence adjustment to
relocation. Borup (1982) compared three groups of nursing home residents: those who
experienced a radical move (i.e., a move involving no preparation and a significant change in
social and physical environments), those who experienced a moderate move (i.e., a move
involving a moderate change in the physical environment), and a non-moving control group. He
found that there was no difference in health or mortality between the groups either 3 or 6 months
after the move. In contrast, Bourestom and Tars (1974), utilizing three similarly defined groups,
found that individuals who experienced a radical move had significantly higher rates of
dependency, depression, and mortality than the control group at 1 month following the move.
However, no longer-term adjustment data were available. In a review of six studies, Grant,
Skinkle, and Lipps (1992) found the results of the studies to be contradictory, with results
indicating increases, decreases, and no changes in psychological and health variables following
relocation. Similar conflicting results were found in regard to functional status (e.g., ability to
provide self-care). Grant et al. concluded that relocating to a new facility rarely impacts
residents’ performance on activities of daily living but that no universal statements regarding the
impact of relocation to a nursing home could be made. Moreover, Lawton and Yaffe (1970)
found a decrease in functional status as a result of relocation in their study. Overall, it appears
that while relocation to a nursing home may have some negative effects on physical and mental
health, at least in the first month, the exact impact of relocation on health is unclear.
Psychological factors, such as life satisfaction, depression and anxiety, have been studied
less frequently than health variables in the relocation literature. Grant et al. (1992) conducted a
study on inter-institutional moves among frail, elderly, nursing home residents. Relocated
residents were rated as more distressed by the nursing staff than non-relocated controls
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immediately following the move. However, differences in distress did not exist by three months
post-move. Residents who were interviewed for this research expressed worry prior to the move
and adjustment problems up to 1 month following the move. In addition, Kasl and Rosenfield
(1980) found that older adults forced to relocate to federal subsistence housing had greater
depression and anxiety than non-relocated residents. Brand and Smith (1974) found greater
declines in life satisfaction among people relocated involuntarily. Measurements of adjustment
are also affected by the recency of relocation. The first 6–8 weeks following relocation appear to
be the most difficult for newly admitted residents (Mikhail, 1992; Tobin & Lieberman, 1976).
Kasl and Rosenfield also suggested that the first few months following relocation were more
difficult for residents. They divided adjustment into two categories, short-term adjustment and
long-term adaptation, to describe the impact of the first month of residency. This first month
phenomenon may help explain differences in studies whose results were obtained at different
points in time following admission to a long-term care facility.
Overall, the research on adjustment to nursing home relocation shows declines in health
and psychological functioning following relocation. However, it is not clear if relocation, in and
of itself, or pre-existing health factors related to the need for relocation lead to the declines.
Clear patterns of adjustment, showing one to two month declines followed by stabilization and
improvement in psychological and physical health are seen in relocating older adults. Research
conducted with nursing home residents may shed light on the adjustment process in individuals
relocating to assisted living.
Research on Assisted Living
The research conducted with residents of assisted living has focused on three major
areas: satisfaction with assisted living, quality of life in assisted living facilities, and longitudinal
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studies of assisted living residents. The satisfaction studies focused on organizational,
environmental, and health factors impacting satisfaction among assisted living residents. The
studies examining quality of life compared residents of assisted living with residents of nursing
homes or community-dwelling older adults on various psychological constructs. Finally, the
longitudinal studies compared assisted living residents with nursing home residents on various
physical and mental health measures.
Sikorska (1999) interviewed 156 residents of 13 assisted living facilities. Information
was obtained on organizational and environmental features of the facilities through interviews
with the facility administrators, including an adaptation of the Multiphasic Environmental
Assessment Procedure (Moos & Lemke, 1992). Residents completed a measure of satisfaction
with assisted living developed for the study. Correlational analyses were conducted for
psychological well-being, functional ability, participation in the decision to relocate, and
educational level. Results indicated that residents with lower education levels, greater functional
ability, and who had participated in the decision to relocate were more satisfied with assisted
living. Moreover, residents of smaller facilities and with more personal space were more
satisfied with assisted living. Multiple regression analyses revealed that 47 percent of the
variance in satisfaction was explained by these factors, with psychological well-being explaining
the greatest degree of variance.
In a similar study, Mitchell and Kemp (2000) measured life and facility satisfaction
among 201 residents of 55 separate assisted living facilities. Residents completed the Life
Satisfaction Index-A, the Older Adult Health and Mood Questionnaire, and the Facility
Satisfaction Questionnaire. In addition, they provided demographic information and information
on functional ability, health status, contact with family, social activities, and completed the

Adjustment to Assisted Living 11
Sheltered Care Environment Scale. Facility administrators completed the Resident Control
Subscale of the Policy and Program Information Form measuring various aspects of control
allowed residents in the facility. Overall, residents reported moderate levels of life satisfaction
and moderate to high levels of facility satisfaction. However, 41 residents (20%) attained scores
classifying them as possibly depressed and 12 individuals (6%) were classified as probably
depressed. Health status was significantly related to quality of life, depression, and life and
facility satisfaction with healthier individuals reporting higher quality of life, life and facility
satisfaction, and lower levels of depression. Family contact and involvement in social activities
were most predictive of life satisfaction in regression analyses. Mitchell and Kemp provide good
information on assisted living residents but without the use of a comparison group, no conclusive
statements on the impact of assisted living environment on residents can be made.
Quality of life in dementia patients residing in assisted living was assessed by GonzalesSalvador et al. (2000). Fifty-six residents of assisted living with a diagnosis of dementia were
contrasted with sixty-four residents of a skilled nursing home on measures of cognition,
dependency, depression, behavioral disturbance, and quality of life. Assisted living residents had
significantly higher quality of life than nursing home residents. Stepwise regression analysis
found quality of life to be significantly predicted by orientation, physical dependency, and use of
anxiolytic medication, with greater quality of life related to better orientation, lower physical
dependence, and decreased use of anxiolytic medications. These results are similar to a study by
Parmalee, Katz, and Lawton (1989) that found assisted living residents to have lower rates of
depression than nursing home residents. Grayson et al. (1995) compared 102 residents of
retirement communities and age-segregated apartments that provided assisted living services
with 351 community dwelling older adults on the Depression Adjectives Check Lists. Assisted

Adjustment to Assisted Living 12
living residents had significantly higher levels of depression than community dwelling elders.
These results promote the distinction of assisted living as a step between residing in the
community and residing in a nursing home.
Two studies have compared rates of change in assisted living residents with rates of
change in nursing home residents: Pruchno and Rose (2000) and Frytak et al. (2001). Pruchno
and Rose followed 158 White, Jewish residents of either an assisted living facility (N=82) or a
skilled nursing home (N=76) over a year. Interviews were conducted at baseline, 4, 8, and 12
months, and included formal assessments of cognition, functional status, depression, and
subjective health. At baseline, and throughout the year, the assisted living residents had
significantly higher functional health ratings, better self-rated health, and lower levels of
depression. However, mortality and relocation rates did not differ significantly between the two
groups. In other words, there was no significant main effect of facility on mortality or relocation.
Pruchno and Rose found a decline in functional status in both groups related to recency of
admission, with newly admitted residents experiencing greater declines than residents who had
been in the facility a greater length of time. It should be noted that there was a significant
difference between the groups on length of stay with all of the assisted living residents being
newly admitted while only one-third of the nursing home residents had relocated in the past 3
months. Therefore, recency of relocation may have influenced the results. In a separate study,
Frytak et al, followed 610 nursing home residents and 605 residents of assisted living over a
year. Assessments of functional status, health, psychological well-being, pain and discomfort,
cognitive status, and social interaction were conducted at baseline, 6, and 12 months. Assisted
living facility residents were less impaired at baseline but changes in health, pain and discomfort,
and psychological well-being were similar in both groups. Moreover, length of stay did not
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affect the change rates over time. These two studies suggest significant differences in the
severity of health and adjustment variables between assisted living and nursing home residents;
however, patterns of physical and mental decline appear similar across both groups.
The research on assisted living discussed previously demonstrates the similarity of
nursing home and assisted living residents, particularly in patterns of adjustment and decline
over time. Individuals enter assisted living at a higher level of functioning but do not experience
fewer declines over time because of residing in an assisted living facility. However, residents of
assisted living report greater quality of life and life satisfaction than do residents of nursing
homes. In addition, assisted living residents report greater levels of depression and lower levels
of life satisfaction than residents living in the community. Comparisons of assisted living and
nursing home residents with community dwelling older adults indicate the unique aspects of
each group and place the assisted living population on a continuum between living
independently and residing in a skilled nursing home.
As evidenced by the above reviews, the psychological and medical consequences for
individuals following relocation are still unclear (Baglioni, 1989). The contradictory findings
throughout the relocation literature suggest that factors related to relocation (e.g., health), not
just the event of relocating, may be involved in an individual’s adjustment following relocation.
In a comprehensive review of the relocation literature, Kasl and Rosenfield (1980) divided
moves made by the elderly along several variables, including improvements in housing and
whether the move was made voluntarily. They found modest benefits (e.g., increased social
activity and self-evaluation of current life circumstances) of relocation to improved housing
when the move was voluntary. Conversely, involuntary moves were associated with more
hospital and nursing home admissions, poorer self-ratings of health, and greater reports of
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anxiety and depression, even when the move involved improved housing for the individual.
Degree of environmental change has also been found to be important, with radical changes (i.e.,
a significant change in social and physical environments) being detrimental to the individual
(Grant et al., 1992). Because moves from private residences into senior care homes involve
radical environmental changes, it is likely that they are more detrimental than a move between
private residences. Institutionalization may be particularly stressful to older individuals who feel
that they have no control over relocation.
The types of relocation (e.g., voluntary vs. involuntary, degree of change) have different
effects on older adults. Voluntary relocations with little change in the environment create
positive effects (e.g., improved health) or mitigate negative effects and involuntary, radical
moves involving a drastic change in environment are often associated with detrimental effects
(e.g., poorer health). Institutionalization, specifically relocation from a private residence to a
nursing home, is typically involuntary and radical, and occurs with individuals who are
physically and mentally least able to adjust. Therefore, the effects of voluntarily choosing to
move or control over relocation may be particularly relevant to this population of movers. Given
the importance of control on adjustment, it is important to review the literature on control in
older adults.
Control in Older Adults
Prior to the 1960's, self-rated physical and functional health were widely believed to be
the main predictors of psychological well-being. More recent research, however, has
demonstrated the importance of various aspects of control in predicting well-being (Bowsher &
Gerlach, 1990). Research on relocation has suggested a positive effect of control on later
adjustment following a move (Blenkner, 1967; Langer & Rodin, 1976). Control is defined as the
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ability to manipulate some aspect of the environment (Schulz & Brenner, 1977). Researchers
have divided control into several categories based on what aspect of the environment is being
measured, such as behavioral and decisional control. Behavioral control involves the ability to
make a response that directly influences the characteristics of an event. For example, an
individual exhibiting control over when or how medication is given would have behavioral
control. Decisional control involves the range of choices or options an individual has available.
An individual who has three living arrangements available to him or her has more decisional
control than an individual who has only one option available. The effects of control are studied
by allowing individuals to manipulate a portion of their environment. In an early theoretical
examination of control, Corah and Boffa (1970) presented subjects with stimuli paired with
aversive consequences (a 2-second loud noise). Half the individuals were given the choice to
escape the noise. Individuals given a choice did not escape more frequently than the controls, but
experienced less autonomic arousal and self-reported stress than individuals not given a choice.
In addition, individuals given a choice described the stimulus as less threatening than individuals
not given a choice. Thus, control decreased the negative effects and evaluations of an aversive
stimulus and the resultant physiological arousal, even when overt behavior did not change.
Applied research on control has demonstrated that the effect of control is highly variable
(Rodin, 1986a; Wolinsky & Stump, 1996). Some individuals require more or less control than
others to avoid distress. When the amount of perceived control is congruent with one’s
expectations regarding control (e.g., desirability of control), negative effects are likely to be
diminished (Rodin). For example, an individual who desires and expects control in a specific
situation (e.g., relocation), experiences less distress when they have control in that situation.
However, an individual who neither desires nor expects control experiences more stress when in
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control. Shapiro, Schwartz, and Astin (1996) proposed that such mismatches in desired and
actual control are detrimental to individuals. Specifically, individuals who have control and are
unable to use it effectively due to behavioral or cognitive deficits or a lack of desire for control
experience negative consequences from control (e.g., psychological or physical discomfort or
distress). This differential effect of control is directly applicable to relocation decisions.
However, research with older adults has not attempted to distinguish individuals who do and do
not desire control.
In the relocation literature, the degree to which a move is voluntary is often equated with
control. Individuals who enter an institution voluntarily are seen as exhibiting more control than
individuals who enter involuntarily (Kasl & Rosenfield, 1980; Schulz & Brenner, 1977).
However, while voluntariness and control are related, they are not synonymous. An individual
may be willing to do something he or she would not choose to do. Individuals can relocate
voluntarily without having control over that decision. For example, a family member may make
the decision about entry into an assisted living facility and the older adult may simply go along
when he or she would prefer an alternative solution or has no alternate choice available. On the
other hand, individuals who enter an institution involuntarily are likely to have little control.
Studies have found that individuals who relocated voluntarily experienced less anxiety
(Thomasma, Yeaworth & McCabe, 1990), increased physical and cognitive functioning
(Bourestom, 1984; Pablo, 1977), and fewer problems (Bourestom & Pastalan, 1981) than
involuntarily relocated individuals. Moreover, Danermark and Ekström (1990) found lower
mortality rates among individuals who were relocated voluntarily. In addition, positive feelings
about entry into a nursing home, preference to remain in the facility, and current control over the
environment were related to life satisfaction, morale, and satisfaction with treatment (Harel &
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Noelker, 1982). Schulz and Brenner reviewed the findings on control and relocation and
suggested that the more choice an individual has about being relocated, the fewer negative
effects relocation will have on the individual. However, the desirability of control, as mentioned
earlier, should be considered when interpreting these findings.
Several studies and reviews have demonstrated decreased experience of control with
increased age, regardless of living situation (Mirowsky, 1995; Rodin, 1986a; Wolinsky &
Stump, 1996). There is a strong negative relation between actual control and age even when
physical impairment, socioeconomic status, and education are controlled in analyses (Wolinsky
& Stump). However, several studies found that older adults report more or the same amount of
control as younger adults (Bradley & Webb, 1976; Lachman, 1986) and evidence suggests that
the perception of control does not necessarily decline with age (Rodin, 1986a). One explanation
for this discrepancy between actual and perceived control may be the fundamental attribution
error (White & Janson, 1986); individuals tend to attribute ineffective behavior to aspects of the
environment and effective behavior to their behavior. In other words, older adults may perceive
the environment as causing problems, not the lack of personal control. Therefore, although actual
control may decline, older adults may not perceive less control as they age, potentially creating a
discrepancy between perception of control and reality. Finally, perhaps perception of control is
not related to the number of options available. Thus, as the number of options declines,
perceived control over those options remains stable. Older adults may not view the number of
choices as relevant to their degree of control. Several explanations for the potential negative
relation between control and age have been proposed, including increased interaction with the
medical establishment, which fosters dependence, increased assistance from others even when
the assistance is not needed, deteriorating health, and increased experience of negative life
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events (e.g., death of loved ones) leading to decreased social contacts (Rodin, 1986a; Wolinsky
& Stump). All of these factors may be related to less perceived and actual control among older
adults. Although it has not been clearly demonstrated that all types of control decline with age,
the potential relation between age and control should not be disregarded in future research on
control.
Due to the apparent influence of age on both actual and perceived control, much research
has been conducted on control and health in older adults (see Rodin, 1986a for a review). Rodin
(1986a) concluded that restrictions on actual control are detrimental to the health of individuals
and that this relation increases with age. Comparable conclusions with regard to psychological
well-being were made by Bowsher and Gerlach (1990) following an examination of 302
residents of nursing homes. A stepwise multiple regression analysis revealed that actual control
explained 19 percent of the variance in psychological well-being. Moreover, a lack of control is
related to increased mental health problems and poorer self-perceptions of physical health in
older adults (Rodin, 1986a). Smits, Deeg, and Bosscher (1995) found that well-being measures
(i.e., measures designed to assess quality of life and health) were related to measures of control
among 119 community dwelling older adults. Finally, in a study that was not conducted
exclusively with older adults, Rodin (1986b) found increased actual control related to decreased
morbidity in several physical conditions (e.g., cancer, heart disease). Since older adults may
experience less actual control than younger adults (Rodin, 1986a), they may experience more of
the negative effects of decreased control.
In an examination of the relation between actual control and mortality in older adults,
Blenkner (1967) randomly assigned older adults to one of three social and medical service
groups. The groups were given different levels of services: low service (i.e., education and
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referrals only), moderate service (moderate levels of in-home services), and high service
(intensive social and medical services). The groups had similar demographic and health variables
upon initial examination. Individuals who received the highest degree of service experienced less
control than low service groups. After six months, mortality rates were different between the
three groups. The group receiving the highest degree of care had the greatest mortality rate,
while those receiving the least amount of care had the lowest mortality rate. Other studies have
also found higher mortality rates among individuals with low degrees of control (e.g., Langer &
Rodin, 1976; Schulz, 1976). It is important to note that some studies have failed to replicate the
relation between control and mortality (e.g., Schulz & Hanusa, 1978), although the positive
relation between control and health supports this relation. In addition, a mismatch between actual
and desired control (e.g., individuals who do not desire control are required to use control) is
related to increased physical symptoms (Shapiro et al., 1996) and possibly a higher risk of death.
The research conducted in nursing homes has shown both positive and negative attributes of
control.
Most research on control suggests that control is positively related to physical and mental
health. Individuals residing in an environment that permitted control reported greater life
satisfaction than those living in an environment permitting little or no personal control (Wolk &
Telleen, 1976). Interventions designed to increase control in nursing home patients have led to
increased physical and psychological health, memory ability, self-reported happiness, activity
levels, and reported satisfaction (Blenkner, 1967; Bowsher & Gerlach, 1990; Clark, 1988;
Langer & Rodin, 1976; Rodin, 1986a). For example, nursing home residents who were given
control over visiting patterns experienced increased psychological and physical well-being
(Arling, Harkins, & Capitman, 1986). Moreover, increased control led to greater social
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interaction and self-reported happiness. In addition, Perlmuter, Monty, and Chan (1986) reported
that perceived control was positively associated with motivation and problem solving ability, and
negatively associated with stress. Although these studies found positive effects of control, it is
important to note that individual benefits of control varied among older adults and some
individuals may have experienced no gains or a decline when given control. Overall, however,
the perception of control appears to generally benefit older adults.
In addition to the positive effects of control, several studies have examined the negative
effects of a lack of control. Institutionalization has a strong, negative effect on personal control
even when impairment level, negative life events, social contact, and other factors are controlled
(Arling et al., 1986). Marlowe (1974: as cited in Noelker and Harel, 1978) found that
involuntarily relocated residents had higher mortality rates in comparison to base rates of
mortality. Restrictions in control were related to decreased physical health in these older adults.
In addition, Rodin (1986a) reported that the repeated frustration of not being in control might
cause physiological damage in older adults (e.g., ulcers). Rodin (1986a) also found the loss of
control among older adults to be more aversive than continual lack of control and may increase
mortality (Schultz & Hanusa, 1978). Finally, Perlmuter et al. (1986) found a negative relation
between control and frustration. With the prevalence of interventions designed to increase
control in nursing homes, it is important to guard against this potential negative effect following
the cessation of a control-enhancing intervention.
The previous discussion provides strong evidence of the positive effects of having control
and the negative effects of a lack of control. However, having control is not always beneficial.
Bowsher and Gerlach (1990) found negative effects in older adults who had control but lacked
the competence to effectively utilize it. For example, an older woman who has always relied on
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her family to make important decisions may experience distress if required to make a decision on
her future living arrangement. Shapiro et al. (1996) found that when a mismatch occurs between
desired and actual control, individuals are likely to experience decreased health and increased
anxiety and self-blame. Control may also be detrimental even when it is desired. Rodin (1986a)
found that control requires an individual’s time, effort, and resources and places the individual at
risk of failure. Moreover, there are potential physical costs (e.g., fatigue) to exerting control
(Rodin, 1986a). Therefore, having control may not always be beneficial to older adults.
Decisional Control Over Relocation in Older Adults
Rodin (1986a) postulated that response to relocation was largely determined by an
individual’s perceived ability to control and predict the move and the degree of control pre- and
post-relocation. The impact of control post-relocation has been discussed and control over
relocation is often called decisional control. Decisional control is simply the opportunity to make
choices (Pohl & Fuller, 1980). In the relocation literature, it involves the opportunity to make the
decision whether to relocate, as well as when and where to relocate. In the research on
relocation, decisional control has been examined in terms of voluntary vs. involuntary relocation
or the degree of willingness to move (Danermark & Ekström, 1990). It is important to note that
these terms are not synonymous, as discussed previously. Individuals can voluntarily or willingly
enter a nursing home even if they did not make or influence the decision to relocate. Also the
degree of control over the decision may vary on where to move but not on when to move.
Despite the apparent benefits of control, the majority of older adults are not involved in
the decision to relocate to a nursing home (Coulton, Dunkle, Chow, Haug, & Vielhaber, 1988;
Coulton et al., 1982; Nay, 1995). A review of the literature on decisional control reveals several
factors that affect involvement in decision-making. Coulton et al. (1988) found several factors
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influenced participation in discharge planning from hospitals: time allowed to make the decision,
restriction of choices for future living environments, degree to which decisional outcomes are
final, family support, and control over the decision. Patients who were partially or fully involved
in discharge planning reported higher degrees of satisfaction with discharge plans than
individuals not involved in discharge planning. The ability to participate in planning was related
to level of cognitive or physical impairment, information available, perceived freedom of choice,
time allowed to make a decision, degree of hope, family power structure, commonality of family
goals with the patient's goals, physicians’ opinions, social support, and patients’ assertiveness
(Coulton et al., 1982). Although these factors were related to participation in planning, none
were analyzed in relation to satisfaction with discharge plans or actual decisional control. Many
factors influence decisional control and thus adjustment to the nursing home environment.
In a recent review of studies on decisional control and adjustment, Drozdick
(unpublished), concluded there is little empirically valid research on decisional control and the
adjustment of community-dwelling older adults to relocation. Although several studies have
demonstrated some relation between decisional control and adjustment, the validity and
reliability of the majority of results are questionable. Poor research methodology (e.g., mixed or
poorly defined sample groups, retrospective measures, use of raw change scores, use of
psychometrically unproven instruments) in most of the studies limited the interpretation and
generalizability of the results. However, there does appear to be some relation between
decisional control and adjustment, although the strength and direction of the relation is unclear.
In addition, studies have provided supportive evidence that the first month is the most difficult
time for adjustment among individuals relocating to nursing homes (Davidson & O’Connor,
1990; Reinardy, 1992, 1995). Studies conducted by Pohl and Fuller (1980) and Pino, Rosica, and
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Carter (1978) offer the best evidence that involuntary relocation or a lack of decisional control
over relocation are related to poorer adjustment following relocation. The reviewed research
suggested the importance of decisional control on adjustment but failed to answer the
fundamental questions of whether or how decisional control influences adjustment in this
population.
Statement of Problem
Only a small portion of the research on relocation into long-term care facilities has
focused on individuals relocating to assisted living facilities, and less has focused on adjustment
among relocated individuals. Moreover, none of the research on assisted living has addressed the
short- and long-term adjustment phases seen in the relocation literature. In addition, the
importance of decisional and environmental control for psychological well-being in older adults
is likely an underexamined factor in adjustment. The study conducted by Mitchell and Kemp
(2000) offers some insight into the role of control in life satisfaction in assisted living facilities
but fails to address the role of control in other facets of adjustment. A more comprehensive
examination of the adjustment process among residents of assisted living and the relation of
control to adjustment is needed. It is important to examine this growing population of older
adults, as they are likely to experience a significant change in lifestyle and living environment
post-relocation, similar to that seen in nursing home relocation. With approximately 5 percent of
older adults residing in senior-care facilities at any point in time (Maddox, 2001) and a growing
percentage of these older adults utilizing assisted living instead of nursing home services, it is
essential that more information on the adjustment to relocation to assisted living be obtained.
The current study incorporates and expands previous research to gain a more thorough
understanding of adjustment to relocation into assisted living facilities. Previous studies have
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used various definitions of assisted living, from retirement communities offering limited
personal care services to formal assisted living facilities. As the assisted living industry has
grown over the past decade, a more formal definition of assisted living has been put forth. In a
national study of the assisted living industry, Manard and Cameron (1997) defined assisted
living as a "type of care that combines housing and services in a residential environment and that
strives to maximize the individual functioning and autonomy of residents." The average assisted
living facility houses 40 residents and provides 24-hour supervision, three meals a day, and a
range of individual services for residents, such as assistance with bathing, housekeeping, or
transportation (NCAL, 1998). The current study utilizes a homogenous sample of facilities
meeting the previous definitions and descriptions. All assisted living participants resided in a
facility housing at least 20 residents which provided individual care, including meals, 24-hour
supervision, and individual services for residents, and was marketed as an assisted living facility
stressing resident autonomy and functioning.
Earlier analyses of adjustment following relocation have found the first 6–8 weeks
following relocation as the most difficult in terms of negative impact on health and
psychological well-being (Kasl & Rosenfield, 1980; Mikhail, 1992; Tobin & Leiberman, 1976).
This short-term distress appears to diminish by three months (Grant et al., 1992; Tobin &
Leiberman, 1976). In order to capture adjustment at both the short-term and long-term phases,
residents relocating into assisted living facilities were assessed at baseline (1–2 weeks postrelocation), 1 month, and 3 months post-relocation. The one-month assessment captured shortterm adjustment and the three-month assessment addressed long-term adjustment.
Previous studies comparing assisted living with other groups have typically used nursing
home residents. Only Grayson et al. (1995) compared the residents of assisted living with
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community residents. However, the assisted living sample consisted of residents in a retirement
community using assisted living services, not residents of an assisted living facility. While a
control group comprised of community residents is useful to study the impact of relocation to the
facility, the community sample should closely resemble assisted living residents in order to
minimize the influence of extraneous variables (e.g., functional health) on subsequent analyses.
The current study reduced group variability by utilizing a control group of community dwelling
older adults similar to the typical assisted living resident. All community adults were mobile,
over the age of 60, and required assistance with at least one instrumental activity of daily living.
Item analyses revealed no consistent significant differences between groups on the type of IADL
impairment reported across the 3 time periods.
To address the issue of poorly designed or developed measures of adjustment variables
(e.g., health, affect, coping style) seen in previous studies, measures validated with older adult
samples were used whenever possible. In addition, several variables known to affect adjustment
were examined in relation to adjustment (e.g., health, control, social support). The current study
also examined two new aspects of adjustment not previously examined in the relocation
literature (anxiety and the broader concept of affect that includes some aspects of anxiety), and
examined environmental control in relation to adjustment. Anxiety and affect are both related to
medical and psychological morbidity, as well as stressful events (for brief reviews see Fisher &
Noll, 1996 and Schultz, O’Brien & Tompkins, 1994, respectively). Including them as variables
allowed for a more comprehensive examination of adjustment and its relation to control.
The following hypotheses were proposed based on previous literature: (a) Older adults
entering assisted living facilities will demonstrate the short- and long-term adjustment phases
seen in the literature on relocation to nursing homes (e.g., greater depression and anxiety, lower
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life satisfaction at 1 month than at 3 months), (b) older adults relocating to assisted living will
endorse more symptoms of depression, anxiety, and negative affect and report lower life
satisfaction than community residents at all 3 assessments, (c) assisted living residents will have
a greater difference between desired and actual environmental control than residents remaining
in the community, (d) residents of assisted living will show greater declines in health, functional
status, life satisfaction, and affect and greater increases in depression and anxiety over the 3
assessments than residents remaining in the community, (e) less decisional control among the
assisted living sample and environmental control in both groups will be related to poorer
adjustment at all 3 assessments (e.g., endorse more symptoms of depression, anxiety, and
negative affect, and report lower life satisfaction), and (f) decisional control among the assisted
living sample and environmental control in both groups will be related to health status across all
3 assessments (i.e., residents with better health will report greater decisional and environmental
control).
Method
Participants
Two groups of individuals were recruited for participation, one from assisted living
residences and one from the community. All assisted living facilities were located in the
Southern United States and affiliated with corporations specializing in senior healthcare and
housing. All six facilities offered 24-hour non-medical supervision, assistance with personal and
medical care, and provided semi-private and private apartments for residents. Participating
assisted living facilities were contacted every two weeks regarding new residents and scheduled
admissions. Fifty-seven community dwelling older adults, age 60 and older, who relocated to an
assisted living facility, were recruited and asked to participate. Eighteen qualified and chose to
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participate for an overall participation rate of 32 percent. All residents were relocating from
community residences less than 100 miles from the assisted living facility. See Table 2 for the
percent of residents excluded for various reasons. Twenty-five community dwelling older adults
responded to advertisements placed through social service organizations, newspapers, and local
churches. To ensure an appropriate comparison group of community-dwelling older adults,
community-dwelling participants had to require at least some assistance with one or more
instrumental activities of daily living. Nineteen individuals met inclusion criteria and completed
the study for an inclusion rate of 76 percent. Six individuals reported no functional impairment
in instrumental activities of daily living and were excluded. Each participant was paid 25 dollars
for participating, five dollars for the initial session and ten dollars for each follow-up session. Six
participants chose to have their payments donated to a charity in lieu of direct payment.
Given the high rate of cognitive impairment in assisted living residents, all assisted living
participants were required to obtain a score of at least 15 on the Mini Mental State Examination
(MMSE; Folstein, Folstein, & McHugh, 1975). This has been suggested as the cutoff point to
ensure the validity of self-report data in older adults (Edelstein, Kalish, Drozdick, & McKee,
1999) and has been used in research with assisted living residents (Pruchno & Rose, 2000). The
MMSE criterion was not intended to rule out individuals with any cognitive impairment, but
rather to limit the variability in test scores due to diffuse cognitive impairment or inability to
complete the assessment upon entrance to the study. Although individuals with focal deficits
might have passed the screen, the MMSE was intended as a brief screening measure and limited
the number of participants with severe, diffuse cognitive impairment. Cognitive status was
assessed at each subsequent interview with the cutoff scores described above on the MMSE. No
participants failed to meet the cutoff score at either follow up assessment.
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Measures
Demographic information was collected on age, gender, race, marital status, and current
living arrangement (e.g., personal home, home of a relative, assisted living facility). Information
was also collected on medical concerns and use of medications. For relocating individuals,
information on perceived personal and family involvement in the decision-making process was
gathered. This included both a Likert-scale questionnaire and open-ended questions on the
individual’s and family’s involvement in the decision to relocate. Assisted living residents
provided the reasons for relocating to an assisted living facility and community residents stated
conditions under which they would consider moving into an assisted living community. See
Appendix A for a copy of the demographic questionnaire. Appendix B contains a copy of the
questionnaire on decisional involvement. In addition, assisted living residents were administered
a measure of perceived decisional control. Finally, on initial and follow-up visits, measures of
various aspects of adjustment, health status, and control were obtained. No direct standard
measure of adjustment has been developed. Therefore, standard measures of various aspects of
adjustment (e.g., depression, life satisfaction) were used. Specifically, a measure of self-rated
health, the Instrumental Activities of Daily Living Scale (Lawton & Brody, 1969), the Geriatric
Depression Scale-15 (Sheikh and Yesavage, 1986), the Life Satisfaction Index Form Z (Wood,
Wylie, & Sheafor, 1969), the Profile of Mood States-Short Form (Shacham, 1983), the Beck
Anxiety Inventory (Beck, Epstein, Brown, & Steer, 1988), the Short Form of the Desired Control
Scale (Reid & Zeigler, 1981), and the Norbeck Social Support Questionnaire (Norbeck, Lindsey,
& Carreri, 1981) were administered.
Perceived decisional control or involvement in the decision to relocate was assessed
using a four-item questionnaire assessing perceived control over the decision to move to the
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nursing home. This measure of perceived control was developed by Davidson & O’Connor
(1990) and demonstrated good internal consistency (α = .85). See Appendix C for a copy of this
measure. The overall score was used in the analyses with higher scores representing greater
involvement in the decision.
Health status was assessed using a single item question on global self-rated health.
Individuals rated their health on a four-point scale from “excellent” to “poor.” Lawton and
Lawrence (1994) report the use of a single item as a good option for older adults when physical
health is not the main focus of research. Single-item measures have been correlated with health
behaviors (e.g., smoking, obesity) (George, 2001), assessment of health by physicians (Maddox
& Douglass, 1973), and are superior to medical indices in predicting mortality (Idler & Kasl,
1991; Mossey & Shapiro, 1982). In addition, studies on adjustment frequently measure health in
a similar manner (e.g., Konnert & Crowhurst, 1996; Pohl & Fuller, 1980; Sherwood, Glassman,
Sherwood, & Morris, 1974). See Appendix D for a copy of this item. Overall score was used in
the analyses. Higher scores represent poorer health (e.g., a score of 4 was "poor").
Lawton and Brody's (1969) Instrumental Activities of Daily Living Scale (IADLS) was
used to assess functional status. It is completed based on interview and observation and assesses
an individuals ability to independently complete 8 areas of daily living: using the telephone,
traveling, shopping, preparing meals, doing housework, doing laundry, taking medications, and
managing money. Individuals are rated on a 3-point scale from 0 (unable to complete) to 2
(needs no assistance) on each activity. Scores range from 0 (complete impairment) to 16
(completely independent). Total score was used in the analyses.
The Geriatric Depression Scale-15 (GDS15; Sheikh and Yesavage, 1986) is a short form
of the Geriatric Depression Scale and consists of 15 yes/no items designed to detect depression
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in older adults. A copy is provided in Appendix E. Respondents report depressive symptoms
over the past week. Parmalee, Katz, and Lawton (1989) found the GDS to be a valid and
appropriate measure of depression for cognitively impaired older adults. Moreover, Rose (2002)
found good internal and external validity and test-retest reliability for the GDS with an assisted
living sample. The GDS15 demonstrated good internal consistency (Cronbach alpha = 0.80), and
high external validity with the original GDS (r = 0.84, p < .001) (Sheikh & Yesavage, 1989)
and the Beck Depression Inventory (r = 0.91, p < .01) (Olin, Schneider, Eaton, Zemansky, &
Pollock, 1992). The overall score was used in data analyses with higher scores representing
greater endorsement of depressive symptoms.
Overall life satisfaction was measured with the Life Satisfaction Index Form Z (LSI-Z:
Wood et al., 1969). This measure was developed on older adults and consists of 13 statements
related to life satisfaction. Individuals indicate whether they agree or disagree with statements
related to various aspects of life satisfaction (i.e., mood tone, goal congruence, self-concept,
apathy). Higher scores indicate greater satisfaction. The index produced a split-half reliability of
0.79 and correlated moderately with two other life satisfaction scales, the Life Satisfaction Index
Form A and the Life Satisfaction Ratings (r = 0.57 and 0.79, respectively) (Neugarten,
Havinghurst, & Tobin, 1961).
Affect was assessed using the short version of the Profile of Mood States (POMS-SF:
Shacham, 1983). The short version of the POMS is a 37-item list of adjectives pertaining to one
of six mood states. The individual rates his or her mood over the past week on a five-point scale.
Internal consistency was high in both healthy adults (r = .87) and medically ill adults (r = .90)
(Curran, Andrykowski, & Studts, 1995). It is sensitive to change and was developed and normed
on a sample that included individuals over the age of 60 (National Center for Cost Containment,
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1996). Overall score was used in the analyses with higher scores representative of greater
negative affect.
The Beck Anxiety Inventory (BAI; Beck et al., 1988) was used to assess anxiety
symptoms. The BAI is a 21-item scale on which individuals rate their anxiety symptoms on fourpoint scales. It has demonstrated good reliability and validity with older psychiatric outpatients
and community dwellers (Kabacoff, Segal, Hersen, & Van Hasselt, 1997) and high internal
consistency with older medical inpatients (Wetherell & Arean, 1997). Studies on the sensitivity
and specificity information on the BAI found that the overall score is helpful in detecting an
anxiety order (Kabacoff et al., 1997). Overall score was used in the analyses with higher scores
reflecting higher levels of anxiety symptom endorsement.
The Desired Control Scale-Short Form (Reid & Zeigler, 1981) was used to assess
perception of control over the environment. It was developed with older adults and consists of 32
items divided into two sixteen-item scales. The first scale assesses the desirability of certain
situations (e.g., “How important is it to you that you maintain your health?”) and individuals
respond to the questions on a five-point scale, ranging from very desirable to very undesirable.
The second scale assesses control over the situations (e.g., “Maintaining my level of health
strongly depends on my own efforts.”) and elicits responses ranging from strongly agree to
strongly disagree. The presence of two separate scales was not upheld in a factor analysis,
suggesting the measure is a unidimensional measure of the experience of control. The measure
demonstrated good internal consistency (Cronbach α = .73 for Desired Control; Cronbach α =
.69 for Expected Control) and predictive validity for health and life satisfaction (r value ranges
from 0.23 and 0.44, p < .001) (Lefcourt, 1991; Reid & Zeigler, 1981). Three scores are available:
Desired Control, Expectancy of Control, and a total score. An overall score is obtained by
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summing the products of the parallel items on the separate desire and expectancy scales,
providing a weighted score. The computation of the total score relies on the two scales being
relatively independent. However, within the current study, the correlations between the
desirability and expectancy scales were significant at all three time points (r = .53, p = .001;
r = .46, p = .004; r = .62, p < .001, respectively). It is likely that the item correlations vary as
well allowing some item pairs to disproportionately contribute to the total score (see Reid and
Zeigler for a full discussion). Therefore, only the desirability and expectancy scales scores were
used in the analyses. However, given the factor analysis results, differences between the two
scales should be interpreted with caution.
Finally, social support was assessed using the Norbeck Social Support Questionnaire
(NSSQ: Norbeck et al., 1981). Individuals list up to 24 members of their social network and then
answer 9 questions assessing which members would provide different types of support (e.g.,
affect, long-term aid). The measure provides three factor scores: loss, functional social support,
and strength of the social support network. Newsom, Bookwala, and Schulz (1997) reported that
the NSSQ has been used successfully with nursing home residents. Moderate to high internal
consistency (α = 0.97 for functional social support and α = .72 for network strength) and high
test-retest reliability (r = .85 - .92) were found in a nursing home population (Rook, 1994).
Higher scores on the functional and network scales represent greater social support while higher
scores on the loss scale represent lower levels of support due to loss. Functional social support
and network strength scores were used in the analyses.
Procedure
Participants were contacted directly to set up an initial meeting time. The initial meeting
for all residents of assisted living occurred within two weeks following entry into the assisted
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living facility (X = 5.56, SD = 3.33). Data collection took place in the assisted living facility.
Informed consent was obtained prior to any information being gathered and the Mini Mental
Status Examination was given to determine eligibility. If appropriate, the self-report measures
were administered to the participant. Due to difficulty completing the questionnaires
appropriately, many assisted living residents were administered the questions verbally. The
majority (n=15) of community dwelling participants were asked to complete the self-report
measures and returned them upon completion. Any problems with data completion were
addressed either immediately or with follow-up interviews within three days of initial
completion of the questionnaires.
Information was collected on demographics, health and medical status, and the decisional
process around relocation for the assisted living residents. In addition, a variety of psychological
tests were administered. These included a measure of self-rated health, Instrumental Activities of
Daily Living Scale, Geriatric Depression Scale 15, Beck Anxiety Inventory, short form of the
Desired Control Scale, Life Satisfaction Inventory-Form Z and Profile of Mood States-Short
Form. Finally, at the end of the assessment, participants were paid five dollars.
At both 1 month and 3 months following entry into the study, participants were contacted
for a follow-up interview. All assessments were collected within one week of when they were
due, with the exception of one resident of assisted living who was hospitalized at the time of her
second assessment. The mean time from the due date was 5.78 days (SD = 4.67) for assisted
living residents and 4.26 days (SD = 2.54) for community dwelling participants at time 2, and
4.25 days (SD = 2.46) for assisted living and 3.84 days (SD = 1.83) for community residents at
time 3. These two follow-up assessments captured information on both short- and long-term
adjustment, respectively. The standardized instruments were readministered at each follow-up
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assessment. Participants were paid ten dollars for each follow-up assessment.
Participants had the right to withdraw from the study at any time but were only paid for
sessions that they began. Two assisted living residents did not complete the third assessment due
to either death (N = 1) or relocation (N = 1). See Table 3 for the number of participants in each
group at each time interval.
Data Analysis
To test the first hypothesis, that older adults entering assisted living would demonstrate
the short- and long-term adjustment phases seen in the nursing home relocation literature (e.g.,
greater depression and anxiety, lower levels of life satisfaction, functional and physical health at
1 month than at 3 months), several repeated measures ANOVA’s were used. Dependent
variables included scores obtained on the measures of functional and physical health, GDS15,
LSI-Z, POMS-SF, and BAI at time1, time 2, and time 3. Six separate 1 x 3 [group (assisted
living) x time(time 1, time 2, time 3)] repeated measures ANOVA's were conducted, one for
each adjustment variable (i.e., scores on IADLS, health, GDS15, LSI-Z, POMS-SF, and BAI). It
was expected that time would have a significant impact on scores on the adjustment variables,
with scores significantly different at time 2 than at time 1 or time 3. Specifically, the following
outcomes were expected: relocating individuals would exhibit greater scores on the selfperceived health scale, GDS15, POMS-SF, and BAI at Time 2 than at either Time 1 or Time 3,
and relocating individuals would exhibit lower scores on the IADLS and the LSI-Z at Time 2
than at either Time 1 or Time 3. Similar analyses were conducted on the community residents,
but it was expected that there would be no significant differences on scores due to time.
The second group of hypotheses, that relocating individuals would demonstrate poorer
adjustment than individuals remaining in the community at all three assessments, was assessed
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with several ANCOVA’s. Three separate 2 x 1 [group (assisted living, community) x time]
ANCOVA's (one for each assessment) were conducted on each adjustment variable to analyze
the difference between groups on measures of adjustment at all three time periods. Social support
has been found to influence adjustment (Antonucci, 1990; Burman & Margolin, 1992) and was
used as a covariate to determine the degree to which relocation alone affects adjustment.
Specifically, the following outcomes were expected: relocating individuals will exhibit
significantly higher scores on the self-perceived health scale, GDS15, POMS-SF, and BAI at all
three times than individuals remaining in the community, and relocating individuals will exhibit
significantly lower scores on the IADLS and LSI-Z at all three assessments than individuals
remaining in the community.
The groups were compared on environmental control at all three assessment times to test
the hypothesis that older adults relocating to assisted living would have a greater discrepancy
between desired and actual control than individuals remaining in the community. The
discrepancy was computed by summing the values of the differences between scores on the
linked items on the scale (i.e., items from the desired and expectancy scales addressing the same
situation). Since it was not expected that time would have an independent affect on the analyses,
three separate 2 x 1 [group (assisted living, community) x time] ANCOVA's (one for each
assessment) were used to assess the effect of residence on environmental control at the three
points in time. Again, social support was used as the covariate. It was expected that individuals
residing in the community would exhibit less disparity, as measured on the Desired Control
Scale-Short Form, between actual (expected) and desired environmental control at all three
points in time than individuals residing in assisted living facilities.
The fourth hypothesis, that assisted living residents would demonstrate greater declines
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in health, functional status, and life satisfaction, and greater increases in depression, negative
affect, and anxiety over the 3 month period than community residents, was addressed using three
separate 2 x 1 [group (assisted living, community) x adjustment period (time 1 to time 2; time 1
to time 3; time 2 to time 3)] ANCOVA's (one for each time period) utilizing change scores on
self-perceived health, IADLS, GDS15, LSI-Z, POMS-SF, and BAI to assess the affect of
relocation into assisted living on short and long-term adjustment variables. It was expected that
individuals in the community would exhibit less change on self-reported health, IADLS, GDS15,
LSI-Z, POMS-SF, and BAI scores over both periods than individuals relocating to assisted
living.
Two correlational analyses were conducted to test the fifth hypothesis, that less
decisional control in relocating individuals and environmental control in both groups would be
related to adjustment (GDS15, LSI-Z, POMS-SF, and BAI scores). To test the relation between
decisional control and adjustment, four (one each for GDS15, LSI-Z, POMS-SF, and BAI
scores) bivariate correlational analyses between perceived decisional control and scores at time
1, time 2, time 3 were conducted within the assisted living group. Additionally, four (one each
for GDS15, LSI-Z, POMS-SF, and BAI) bivariate correlational analyses between both DCS-SF
desirability and DCS-SF expectancy and scores at time 1, time 2, time 3 were conducted within
the entire sample to determine the degree of the hypothesized relation between environmental
control and change scores related to adjustment variables. It was expected that as decisional
control increased, scores on the GDS15, POMS-SF, and BAI would decrease and scores on the
LSI-Z would increase. In other words, decisional control would be negatively related to scores
on the GDS15, POMS-SF, and BAI, and positively related to scores on the LSI-Z. Also, it was
expected that within both relocating and community-dwelling individuals, as environmental
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control increases, scores on the GDS15, POMS-SF, and BAI would decrease and scores on the
LSI-Z would increase. In other words, environmental control would be negatively related to
scores on the GDS15, POMS-SF, and BAI and positively related to LSI-Z score.
Finally, three (one for each time period) bivariate correlational analyses between
perceived control and both health and IADLS were conducted on the assisted living sample to
determine the degree and direction of the hypothesized relation between decisional control and
scores on the IADLS and self-perceived health measure at each assessment. Further, three (one
at each time period) bivariate correlational analyses between both IADLS and health score and
both measures of control (i.e., DCS-SF desirability, DCS-SF expectancy) were conducted within
the entire sample to determine the degree and direction of the hypothesized relation between
environmental control and scores on the IADLS and self-perceived health measure. Specifically,
it was expected that as decisional and environmental control declined, self-perceived health
would also decrease (score increase). Thus, health score would be negatively related to scores on
the DCS-SF desirability, DCS-SF expectancy, and perceived decisional control scales. Also, it
was expected that as decisional and environmental control declined, functional health would also
decline (IADLS score decrease). Thus, IADLS score would be positively related to scores on the
DCS-SF desirability, DCS-SF expectancy, and perceived decisional control scales.
Results
Demographic and Qualitative Analyses
Assisted living residents were older (F = 4.64, p = .04), more likely to live alone
(χ2 = 4.88, α = .03), more likely to be white (χ2 = 4.08, α = .04), and less likely to be currently
married (χ2 = 3.98, α = .05) than community residents. In addition, community residents reported
greater functional support (F = 6.81, p = .01) and network strength (F = 9.53, p < .01) upon entry
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into the study. Functional support remained significant at time 2 (F = 5.47, p = .03), but this
difference was not significant at time 3 (F = 3.96, p = .06). Network strength remained
significant at both follow up assessments (F = 9.53, p < .01; F = 4.80, p = .04, respectively). The
groups had similar gender composition (χ2 = 0.83, α = .36), prescription drug use rates (χ2 = 2.00,
α = .16), and presence of medical conditions (χ2 = 2.00, α = .16). Finally, the groups reported
similar levels of loss over the past year (F = 2.38, p = .13) upon entry into the study. See Table 4
for an overview of the demographics for each group.
All assisted living residents completed an open-ended questionnaire on their involvement
in the decision to enter an assisted living facility. Table 5 provides the percent of the assisted
living sample that responded in various manners to the Decisional Control Questionnaire.
Overall, 72% believed they were involved in the decision, although only 61% said they actually
made the decision. Despite these findings, only 17% wished they had been more involved in the
decision and 94% reported that they were willing to move into assisted living or had accepted the
decision to relocate. Table 6 lists the reasons given for entry into an assisted living facility by
assisted living residents. Medical problems and need for increased care were the most frequently
reported reasons for relocation, but one-third of residents reported other's making the decision as
a reason for relocation. Table 7 provides responses given by community residents when asked
under what conditions they would consider moving into an assisted living facility. The inability
to care for oneself and a lack of alternatives were the most frequent responses.
Descriptive information on all variables is provided in Table 8 by group and time period,
including means, standard deviations, and ranges.
Hypothesis 1: Adjustment Over Time
Assisted living residents were expected to have significantly lower scores on the LSI-Z
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and IADLS at time 2 than at either time 1 or time 3, and significantly higher scores at time 2 on
the health measure, GDS15, BAI, and POMS-SF than at either time 1 or time 3. See Table 9 for
results of repeated measures ANOVA's, including power and effect sizes. No significant results
were obtained in the assisted living sample.
Among the community residents, as predicted, no significant differences were found on
the IADLS, health measure, GDS15, LSI-Z, POMS-SF, or BAI as a result of time. See Figure 1
for line graphs of mean scores for each adjustment variable at all three times, by group.

Hypothesis 2: Group Differences on Adjustment Variables
Assisted living residents were expected to demonstrate lower scores on the IADLS and
LSI-Z than community residents at all three assessments. In addition, assisted living residents
were expected to have higher scores than community residents on self-reported health, GDS15,
POMS-SF, and BAI at all three time periods. Results of ANCOVA's for each variable, power,
and effect sizes at each time are shown in Table 10. There were no significant differences
between the groups on IADLS, self-perceived health, GDS15, POMS-SF, or BAI at any time
period. However, scores on the LSI-Z at time 3 were significantly different (F = 7.38; p = .01).
Community residents were significantly more satisfied with their lives than residents of assisted
living at time 3. See Figure 1 for a graphical depiction of these differences.
Hypothesis 3: Desired Versus Actual Control
Older adults relocating to assisted living were expected to have greater disparity between
desired and actual control than community dwelling older adults at all 3 time periods. Group
means and standard deviations for the discrepancy scores, results of the separate ANCOVA's,
power, and effect sizes for each time period are shown in Table 11. Higher scores represent
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greater disparity. Assisted living residents showed greater differences between desired and actual
control than community residents at all three time periods, with significant differences obtained
at time 3 (F = 4.86, p = .04). The differences at time 1 and time 2 did not reach significance.
Hypothesis 4: Physical and Psychological Changes Over Time
Assisted living residents were expected to have greater declines in health, functional
health, and life satisfaction, and greater increases in depression, anxiety, and negative affect than
community residents over the three time periods. Group change score means and standard
deviations, results of ANCOVA's utilizing functional social support and network strength as
covariates, power, and effect sizes are shown in Table 12. There were no significant differences
between groups on any adjustment variable.
Hypothesis 5: Control and Adjustment
Within older adults relocating to assisted living facilities, decisional control was expected
to relate to adjustment, with less involvement being related to poorer adjustment. See Table 13
for the correlations between perceived decisional control and scores on GDS15, LSI-Z, POMSSF, and BAI at all three times. Although the direction of all correlations matched the direction
that was predicted, only the score on the GDS15 at time 1 was significantly related to decisional
control.
Within the entire sample, it was expected that environmental control (desired and actual)
would be related to adjustment, with less control being related to poorer adjustment. Table 14
shows the correlations between the DCS-SF Desirability and Expectancy scales and the GDS15,
LSI-Z, POMS-SF, and BAI scores at all three times. Although several did not reach significance,
the direction of all correlations matched the predicted direction. Desired control was
significantly related to the GDS15 at all three time periods, the LSI-Z and POMS-SF at time 3,
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and the BAI at times 2 and 3. The correlations were modest at time 1 and time 2 and moderate at
time 3. Actual (expected) control was significantly related to all of the adjustment variables at all
three time periods, with the exception of the BAI at time 1. The correlations were moderate at
time 1 and time 2, and moderate to high at time 3.
Hypothesis 6: Control and Health
Within the assisted living sample, perceived decisional control was expected to be
negatively related to health and positively related to IADLS scores. Perceived decisional control
was significantly negatively related to health in the assisted living sample at both time 1 and time
3. The IADLS score was positively related to perceived control, but the relation was not
significant.
Within the entire sample, control was expected to be negatively related to health and
positively related to functional health. The direction of the relations was confirmed, but desired
control was not significantly related to either health or IADLS score at any time. Actual control
was moderately significantly related to both health and IADLS score at time 1 and time 2 but not
at time 3.
Discussion
Several results were obtained that support the research hypotheses and merit greater
discussion. In addition, several patterns were observed that need further clarification. The
following discussion elaborates on the connection between the current findings and the results in
previous research.
Demographics
The different compositions of the groups in the present study reflect the demographics
reported on assisted living residents (Gabrel & Jones, 2000) and are similar to those described in

Adjustment to Assisted Living 42
other studies. The chance of entry into an assisted living or other restricted environment
increases with age, therefore, the significant age difference observed between the two groups is
an effect of the larger populations from which the separate samples were drawn. Also, entry into
a nursing home or assisted living facility frequently follows the loss of a spouse or primary
caregiver and other members of one's social network, creating a need for non-familial assistance.
Therefore, the assisted living groups significantly smaller support network is not an unusual
finding. Moreover, differences in social support likely reflect the loss of contact with family and
friends often associated with relocation, frequently due to geographic distance. The greater
number of Hispanic older adults in the community sample reflects the national demographics
showing the majority of assisted living residents are white (Hawes, Rose, & Phillips, 1999),
potentially due to higher incomes among elderly Caucasians, allowing assisted living as a
feasible economic choice. It may also demonstrate the underutilization of formal caregiving
services among, greater non-spousal assistance provided to, or greater language barrier
experienced by elderly Hispanic individuals (Ayalon & Huyck, 2001; Levkoff, Levy, &
Weitzman, 1999; Navaie-Waliser, Feldman, Gould, Levine, Kuerbis, & Donelan, 2001). Support
for the language barrier hypothesis is demonstrated in the exclusion of two residents due to the
inability to complete the English questionnaires. Finally, the similar physical and functional
health status of the two groups is likely due to the restrictive inclusion criteria for the community
group and likely limited the differences between groups attributable to health.
Decisional Involvement Among Assisted Living Residents
The moderate level of older adults reporting involvement in the decision to relocate by
assisted living residents in the current study is consistent with those reported by Coulton et al.
(1982) and Gabrel and Jones (2000). Although similar rates of involvement were found, very
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few residents in the current study reported the desire for greater involvement in the relocation
decision or stated they were unwilling to relocate. Involvement in the relocation decision did not
seem to be a key concern. Control over the decision produced more variation. Residents appear
to have exerted their desired amount of control in the relocation decision. This is an interesting
finding given early use of voluntariness in relocation as a measure of control. Voluntariness may
be less discriminating than control among assisted living residents. The relatively high
percentage of residents reporting willingness to relocate and the moderate percentage of
residents reporting control reinforce the different nature of control over and willingness to move.
Clearly many residents were willing to relocate even though they felt they had little control over
the decision. However, the majority of residents appeared to recognize and accept the need for
relocation, or at least chose to go along with other's desires, even if they did not personally
choose to move.
Residents of assisted living reported increased need for assistance, medical problems, and
other's desires as the main reasons for entering assisted living. Rarely did they report the
complete inability to perform tasks. Only 11 percent reported that they had no other choice. In
contrast, community residents reported that entry into an assisted living facility would occur only
due to inability to care for themselves, drive, or maintain their home. In addition, several stated
they would only move into an assisted living facility if there was a lack of alternate choices, and
ten percent stated they would never enter an assisted living facility. Community residents
appeared to have strong resistance to relocation to assisted living facilities, often seeing it only
as a last resort. Given the similar physical health of and apparent need for assistance in the two
groups, community residents may be in need of the increased care offered in assisted living
facilities, but do not view assisted living as a viable choice for them. The different responses

Adjustment to Assisted Living 44
given by residents of assisted living facilities and the community residents regarding entry into
assisted living draw attention to different perceptions of the purpose of assisted living facilities.

Adjustment Over Time
The finding that time did not have a significant impact on adjustment within assisted
living residents was inconsistent with previous findings showing poorer adjustment at one to two
months than seen at 3 months following relocation. This was surprising given the consistency
and strength of this finding in previous literature. No significant differences as a result of time
were seen on any of the adjustment variables. Moreover, only depression showed the predicted
pattern over time. Scores on the POMS-SF and BAI were opposite the predicted pattern,
showing less negative affect and anxiety at time 2 than at either time 1 or time 3. Health may
have played a role in these findings. Residents often enter an assisted living facility following a
significant health decline. Staff provide medication management, meals, and appropriate
supervision, potentially resulting in immediate improvements in health or stabilization of
existing medical problems. Therefore, the short-term effects of relocation may be counteracted
by improved health or cessation of physical decline. Although a similar positive effect of
relocation could be predicted for nursing home residents, the severity of health decline is likely
less severe and the degree of potential medical improvement greater among assisted living
residents. Some evidence of health stabilization is provided by the lack of change in functional
and self-perceived health among assisted living residents.
Assisted living residents' health scores were exactly the same from time 1 to time 2, and
improved from time 2 to time 3. IADLS scores declined less than 1 point, on average, over the
three month period. Perhaps the assisted living environment fulfills a need in relocating
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individuals that other types of relocations do not (e.g., orientation planning, increased social
contact, medication stabilization), thus lessening the negative effects of relocation. In addition,
the emphasis within assisted living facilities on providing a homelike atmosphere and promoting
resident independence may reduce the severity of change seen in the relocation literature
conducted in nursing homes. However, the timing of data collection may also have played a role.
The collection of time 1 data occurred immediately after entry and may not have captured premove distress. Although resident baselines in other studies were obtained post-relocation, several
residents were in the assisted living facility over a week before being interviewed, allowing
some adjustment or intervention to take place prior to entry into the study. Thus, differences in
the adjustment variables between time 1 and time 2 may have been reduced. Finally, residents
may have experienced cognitive dissonance, wanting to present in a positive light to reduce
distress over the move. They may also have been hesitant to report negative symptoms due to the
decline in their abilities potentially leading to relocation, or the desire to be seen positively.
Residents may have presented themselves positively at first, but felt more comfortable in the
facility and with the study by time 3, resulting in more accurate self-reporting. Therefore,
response bias may have lessened the short-term differences, and a change in response bias, not
actual decline, may have resulted in declines by time 3. As predicted, community residents
demonstrated no significant differences on the adjustment variables as a result of time.
Group Differences on Adjustment Variables
Assisted living residents were significantly less satisfied with their life at time 3 than
community residents. This result expands upon those reported by Gonzalez-Salvador (2000)
showing assisted living residents to have greater life satisfaction than nursing home residents.
This further promotes the idea that assisted living is a middle ground between community
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dwelling and residing in a nursing home. However, it also highlights the lowered life satisfaction
among residents of assisted living in comparison to community dwelling older adults.
Although no significant differences on the other adjustment variables were found
between groups at any time, assisted living residents showed greater levels of anxiety, negative
affect, IADL impairment, and depression than community residents at all three assessments. The
findings support research by Grayson et al. (1995) regarding depression in assisted living
residents, but given the non-significance of the differences, these findings suggest the potential
of a factor other than relocation influencing previous findings on adjustment to relocation,
possibly social support or health as suggested by Borup (1983). Social support is related to
psychological well being and coavarying it in the current study may have reduced the differences
found in previous research. Health has been related to depression and life satisfaction (Mitchell
& Kemp, 2000), so it is possible that health status influenced the non-significance of results in
the current study. The recruitment of an appropriate control group with health similar to assisted
living residents likely resulted in smaller differences between groups in the current study than
would be seen in comparison to a randomly selected group of older community residents.
Both the community dwelling older adults and residents of assisted living were clinically
distressed. On the instruments used in the current study that provide suggested clinical cutoff
points for clinical significance, both group means exceeded those cutoff points. For example,
both group means exceeded the suggested cutoff point for depression on the GDS15 (Almeida &
Almeida, 1999), with 11 assisted living and 9 community residents meeting the cutoff score,
suggesting that both groups contained individuals experiencing at least mild levels of depression.
In addition, both groups yielded mean BAI scores indicative of mild to moderate anxiety (Beck
& Steer, 1990). One assisted living and 2 community residents were classified as exhibiting
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severe anxiety, 6 assisted living and 2 community residents were classified as exhibiting
moderate to severe anxiety, 4 assisted living and 4 community residents were classified as
exhibiting mild to moderate anxiety, and 7 assisted living and 11 community residents were
classified as exhibiting normal levels of anxiety. Moreover, mean health ratings for both groups
reflected only "fair" health. Finally, IADL scores in both groups indicated some impairment in
roughly two to four instrumental activities of daily living. Thus, despite residential status, older
adults with functional impairment appear to have a high degree of psychological and physical
morbidity.
Desired Versus Actual Control
Assisted living residents demonstrated greater mismatches between desired and actual
control than community residents, reaching significance at time 3. Both assisted living residents
and community dwelling older adults had less control than they desired at all three time periods,
however, at time 3 the magnitude of the discrepancy was significantly greater among assisted
living residents. The significant difference at time 3 reflects greater lack of control than desired
among assisted living residents than among community dwelling older adults. Residing in
assisted living appears to result in a greater difference between desired and actual control than
remaining in the community. This may be due to the increased supervision or greater structure
provided in assisted living facilities. It may also reflect greater experience with assisted living
and limitations on control within a facility. Often in institutional settings, residents' dependent
behavior is rewarded with supportive reactions by staff while independent behavior is largely
ignored. Baltes and Wahl (1992) describe this pattern as the dependency-support script. This
pattern is seen in all types of caregiving situations, both within nursing homes and community
settings, and may lead to declines in actual functional abilities among older adults in institutional
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settings. Moreover, interventions aimed at reducing this interaction pattern lead to improved
self-care among older adults in residential settings (Baltes, Neumann, & Zank, 1994). Thus
declines in the experience of control among assisted living residents in the current study may be
related to the behavioral response patterns of the staff of assisted living to independent self-care
behaviors. However, differences in actual and desired control between assisted living and
community residents may also reflect the greater ability of community residents to change
aspects of their environment related to control (e.g., ignore the advice of a doctor, limit the
amount of contact they have with others). Either way, it suggests that assisted living does limit,
whether explicitly or in the nature of the housing, the amount of control older adult's experience.
Physical and Psychological Health Changes Over Time
Although differences did not reach significance, assisted living residents experienced
greater amounts of change than community residents on all variables at all times. The failure of
differences to reach significance is puzzling, although sample size may have been an issue. As
proposed earlier, relocation to an assisted living facility may provide a stabilizing environment
for older adults with declining health and functional problems. Residing in a controlled
environment may also decrease stress among residents due to decreased responsibility or
negative experiences (e.g., fear of falling and not being found). Residents remaining in the
community do not benefit from this and may continue to experience psychological distress.
However, given the relation between control and adjustment and the previously discussed
results, this interpretation of the data is given with caution.
Control and Adjustment
Perceived decisional control was moderately related to depression at entry into an
assisted living facility, but was not related to any other adjustment variable at any other time.
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The findings on control and depression support previous research by Kasl and Rosenfield (1980)
that found control over relocation to be related to depression. However, research by Thomasma
et al. (1990) and Pino, Rosica, and Carter (1978) showed decisional control to be related to
anxiety and life-satisfaction in nursing home residents, in contrast to the low, non-significant
relations between decisional control and both anxiety and life satisfaction in the current study.
Given the earlier finding regarding willingness to relocate, perhaps the current group of assisted
living residents was more willing to move than in the previous studies and experienced less
psychological distress as a result. Additionally, assisted living residences may present a less
severe change and therefore be less distressful. Moreover, actual control was highly related to
depression, life satisfaction, and affect at time 3, with higher control related to lower depression
and anxiety levels, and higher reported life satisfaction. Changes in actual control may have a
greater impact on adjustment than changes in perceptions of control and the desire for control.
Finally, all relations increased in strength over time suggesting that a lack of control may have
cumulative effects on psychological adjustment. Therefore, early intervention may be important
in this population.
Control and Health
Health was significantly related to decisional control. This reinforces Rodin's (1986a)
and Smits, Deeg, and Bosscher's (1995) findings on control and health in nursing home residents
and community dwelling older adults. People with better health are more physically capable of
influencing decisions and exert greater levels of control than individuals with poor health, who
need more assistance and exert less control. Functional and physical health were also moderately
related to actual control, but not desired control in the present study. Desired control may not be
related to physical health or ability due to the nature of desired control. Desired control requires
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no relation to physical ability, simply perceptions on control. An individual can have a high
desire for ability but no actual physical ability to exert control. However, actual control is
directly related to physical ability and health. People with better health and less functional
impairment are more likely to be able to exert and experience control than those who are more
impaired. Thus, as health declines, so does one's ability to have control. These moderate relations
support the hypothesis that health plays a factor in the adjustment variables previously discussed.
Limitations
Several limitations must be addressed regarding interpretation of the results of this study.
The small sample size in the current study limited the likelihood of finding statistically
significant differences between the groups. Although many differences were found between the
groups, few reached significance. Although these findings may reflect a true lack of differences
between the two populations, particularly given the relatively equal health levels, the low level
of power produced by the small sample may have resulted in a high rate of Type II errors. Thus,
it cannot be concluded that true differences do not exist. However, significant differences found
in the small sample, such as differences in social support and life satisfaction, likely reflect true
differences given the effect size required to produce such differences. All findings should be
reviewed with the small sample size in mind.
It should also be noted that the results obtained with the assisted living sample cannot be
generalized to all assisted living residents. Only 32 percent of potential participants qualified and
completed the study. While it is likely that results can be generalized to relatively cognitively
intact individuals relocating permanently to assisted living, results may not apply to the entire
population of assisted living residents, including older adults residing in assisted living for
shorter periods of time or cognitively impaired residents.
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The collection of data post-relocation also is potentially problematic. Although
significant findings have been demonstrated in relocation research when baseline is obtained
post-relocation (e.g., Davidson & O'Conner, 1990), the use of a post-relocation baseline may
have diminished differences between time 1 and time 2 because both assessments captured
adjustment within the first month following relocation.
Finally, some concerns with the measures should be addressed. Assisted living residents
had a difficult time completing several instruments, resulting in the measures being administered
orally. Having to respond verbally may have encouraged residents to present their psychological
status in a positive light. In addition, the oral presentation may not have eliminated all problems
with interpreting some of the questions. The DSC-SF and LSI-Z both contain items with
negatives in them that residents frequently asked to be repeated. Answers may not have captured
resident's true responses due to the amount of interpretation required to answer them.
Future Directions
As with the completion of most research, additional questions were raised with the
conclusions of this research. The roles of health, social support, and control are intermingled and
appear to play a role in the adjustment to relocation. In addition, they each play a role in the
psychological well-being of older adults regardless of relocation status. The role of health is of
particular interest due to many varied facets of health. Future research needs to address the
measurement of health and the particular aspects within any definition of health that influence
psychological health. The development of a comprehensive measure of health would benefit
research with older adults and other populations.
Replication of this study with a larger sample could clarify some of the questions raised
by this study. Assisted living residents did not show the typical adjustment pattern seen in
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nursing home residents following relocation. If this is a true finding, and can be replicated with a
pre-relocation assessment and a larger sample, discovering the reasons assisted living facilities
reduce the negative impact of relocation could assist in making relocation into other settings less
traumatic or detrimental to residents.
The levels of depression, anxiety, and poor life satisfaction found in both groups of
residents indicate a great deal of distress among older adults with functional impairment. Future
research on interventions aimed at reducing this distress or diminishing the impact of functional
impairment on psychological well-being is needed to ensure greater quality of life among
functionally impaired older adults.
Further research on the relation between actual control and adjustment could lead to
interventions aimed at reducing poor adjustment by increasing actual control within an assisted
living residence. Simple strategies such as control over meal times or destinations of outings
may increase resident satisfaction with life and residence.
An unintended finding in this research involves community residents' perceptions of
assisted living. Many community residents might benefit from increased assistance but eliminate
the possibility of relocation into assisted living. Research on the actual perceptions of older
adults in regard to residential setting is needed to understand the reasons behind these
perceptions. This could lead to information that can be used to develop programs to increase
individual's use of formal caregiving services, not just in assisted living, but in home health and
respite care as well.
Finally, more research on control over relocation is needed, particularly in regard to the
differences between actual control and willingness to relocate. Decisional control was not related
to adjustment to assisted living in this study. However, actual environmental control was highly
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related to depression, life satisfaction, and affect. Clarifying the relations between these variables
and health could guide the development of intervention programs aimed at increasing
opportunities for control in older adults and mitigating the effects of a lack of control. Further
research in this area will help improve the quality of life for residents of assisted living and atrisk older adults residing in the community.
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Table 1
Characteristics of Assisted Living and Nursing Homes Residents
Characteristic

Assisted Living Residents

Nursing Home Residents

Predominant ethnicity

99% white

88% white

Gender

79% female

73% female

Mean age

84.5

83

Marital Status

71% widowed

60% widowed

Percent with Cognitive
Impairment

27% moderately - severely
impaired

60-70% severely impaired

Percent requiring assistance
with IADL

77

77

Percent requiring assistance
with ADL

21

96

Hospital Usage

24% used ER in past 12
months; 32% had an overnight
stay

26% had an overnight hospital
stay

Length of Residence
20 months
29 months
Data obtained from (Gabrel & Jones (2000); Hawes, Phillips, & Rose (2000); Kraus & Altman
(1998); Krauss, Machlin, & Kass (1999); Phillips, Hawes, Green, & Norton (1998); Sahyoun,
Pratt, Lentzner, Dey, & Robinson (2001))
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Table 2
Reasons for Assisted Living Residents Nonparticipation
Reason

Number of Residents

Included in study

18

Planned a stay of less than 3 months, typically
for recovery from a prolonged hospital stay

19

Failed cognitive screening and thus too
impaired to participate

10

Refused, declined to participate in first two
weeks, lacked ability to consent, or family
refused to provide consent

8

Utilized Spanish as a primary language

2
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Table 3
Number of Participants Completing Evaluations at Each Time Period, by Group
Group

Number at Time 1

Number at Time 2

Number at Time 3

Assisted Living

18

18

16

Community

19

19

19
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Table 4
Demographic Characteristics of the Assisted Living and Community Dwelling Groups
Variable
Age *
Gender
Ethnicity *
Marital Status *
Living Status *
Number reporting
Medical Conditions
Number taking
Prescriptions

Assisted Living

Community Dwelling

X = 79.61; SD = 7.19; Range 63–93
13 female, 5 male
17 Caucasian, 1 Hispanic
10 widowed, 3 married, 4 divorced, 1
single

X = 73.26; SD = 10.36; Range 60-89
11 female, 8 male
13 Caucasian, 6 Hispanic
5 widowed, 9 married, 4 single, 1
divorced
8 alone, 9 spouse, 1 children, 1
renter

14 alone, 2 spouse, 2 roommate
18

17

18

17

Functional Social
Support at Time 1*

X = 98.50; SD = 61.95;
Range 28–285

X = 165.11; SD = 89.91;
Range 18–335

Network Strength
at Time 1*

X = 51.28; SD = 28.38;
Range 17133

X = 94.74; SD = 52.92;
Range 11–210

Loss at Time 1
X = 2.67; SD = 2.89; Range 0-7
*Significant at the .05 level.

X = 1.26; SD = 2.64; Range 0–7
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Table 5
Percent of Assisted Living Residents Reporting Various Responses on the Decisional Control
Questionnaire
Question

Response

Percentage

Who made the decision for you to enter an
assisted living facility?

Self

61

Children

50

Doctor

22

Spouse

11

Friend

6

Did you feel you were involved in the
decision to enter the assisted living facility?

Yes

72

No

28

Please describe your involvement in the
decision to enter the assisted living facility.

Visited facilities

33

Made the decision

28

Involved in
discussions

28

None

28

Very (Made decision)

61 (28)

Did legwork or helped
move

17

Minimal

11

Not at all

6

No family

11

Self

44

Children

67

Doctor

39

Spouse

17

Friends

6

Do you wish you were more involved in the
decision to relocate to assisted living?

Yes

17

No

83

Were you willing to move to assisted living?

Yes

94

No

6

Yes

94

How involved was your family in making the
decision to enter assisted living?

Who was involved in the decision to enter
assisted living?

Have you accepted the decision to move into
assisted living?

No
6
Note: Percentages may not add up to 100 due to multiple responses by participants.
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Table 6
Percent of Assisted Living Sample Reporting Various Reasons for Entering Assisted Living
Facilities
Reason for entering Assisted Living Facility

Percent of Sample Reporting

Needed more assistance

44

Medical Problem (e.g., stroke)

39

Others made the decision

33

Cost of home healthcare

11

No other choice

11

To assist or relieve burden from family

6

Move closer to family

6

Death of Spouse

6

Increased Security

6

Note: Percentages do not add up to 100 due to multiple responses by participants.
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Table 7
Percent of Community Sample Reporting Various Circumstances Under Which They Would
Consider Entering Assisted Living Facilities
Circumstances

Percent of Sample Reporting

Inability to care for self or live alone

42

If no other arrangements could be made and

21

had no one else to provide care
Never, under no circumstances

16

Inability to maintain home

11

Inability to walk or drive

11

Would move to assisted living but can't due to
cost
Looking for assisted living in near future

5
5

Note: Percentages do not add up to 100 due to multiple responses by participants.

Adjustment to Assisted Living 75
Table 8
Variable Means, Standard Deviations, and Ranges, by Group and Time Period
Assisted Living Residents

Community Residents

Time 1
Time 2
Time 3
Time 1
Time 2
Time 3
(N = 18)
(N = 18)
(N = 16)
(N = 19)
(N = 19)
(N = 19)
11.89
11.89
11.95
10.43
10.67
11.44
4.33
3.70
4.25
3.86
3.56
IADLS
2.83
1-15
1-15
0-15
5-16
2-15
5-15
2.72
2.72
2.56
2.79
2.74
2.89
Health
0.57
0.89
0.89
0.92
0.81
0.88
2-4
1-4
1-4
1-4
1-4
1-4
4.32
3.68
4.00
5.25
5.72
5.61
3.77
2.75
2.93
2.93
3.30
GDS15
3.27
0-12
1-10
0-11
1-11
1-12
1-12
12.72
12.28
12.19
16.32
17.00
17.95
LSI-Z
4.06
5.58
4.97
5.65
6.20
6.63
5-21
1-23
4-24
4-24
6-25
7-26
42.16
39.63
41.95
51.81
50.83
53.56
30.91
29.21
25.91
21.51
19.28
POMS-SF
18.43
9-100
9-126
11-100
15-92
21-84
24-84
15.28
13.72
15.25
9.11
8.74
9.32
BAI
10.62
9.79
10.55
10.86
8.55
8.31
3-43
3-35
1-30
0-34
0-28
0-30
67.58
67.63
67.79
66.81
67.72
67.00
DCS-SF
5.21
5.95
4.59
6.32
4.52
5.19
Desirability
58-80
57-80
59-80
50-77
60-77
57-78
57.50
58.33
57.25
58.32
60.11
61.47
DCS-SF
6.37
5.71
6.41
8.62
9.98
8.24
Expectancy
44-69
51-71
49-71
39-72
45-78
45-75
175.05
187.63
165.11
106.44
111.89
98.50
Functional
124.97
120.27
89.91
63.23
68.03
61.95
Support
19-464
19-416
18-335
34-294
37-285
28-285
51.28
57.67
52.56
94.74
103.11
88.63
Network Support
28.38
34.52
30.14
52.92
61.42
59.64
17-133
21-149
20-144
11-210
11-222
11-228
1.58
2.00
1.26
1.63
1.00
2.67
2.48
3.09
2.64
2.45
2.52
Loss
2.89
0-6
0-11
0-7
0-7
0-9
0-7
Each cell contains the mean, standard deviation, and range obtained by the samples for the
designated variable.
Variable
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Table 9
Results of Repeated Measures ANOVA's, by Group.
Partial Eta
Variable
IADLS
Health
GDS15
LSI-Z
POMS-SF
BAI

Group

F value

P value

squared

Power

Assisted Living

0.84

0.44

0.05

0.18

Community

0.01

0.99

0.00

0.05

Assisted Living

0.20

0.82

0.01

0.08

Community

0.57

0.57

0.03

0.14

Assisted Living

0.13

0.88

0.01

0.07

Community

0.91

0.41

0.05

0.20

Assisted Living

0.02

0.98

0.00

0.05

Community

1.67

0.20

0.09

0.33

Assisted Living

0.75

0.48

0.05

0.17

Community

0.38

0.68

0.02

0.11

Assisted Living

1.00

0.38

0.06

0.21

*Community

0.21

0.82

0.01

0.08

*Significant at .05 level.
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Table 10
Results of ANCOVA's on Adjustment Variables, by Time Period
Variable
IADLS

Health

GDS15

LSI-Z

POMS-SF

BAI

Time
1

F- value
0.16

p-value
0.69

Partial Eta
squared
0.01

Power
0.07

2

0.67

0.42

0.02

0.13

3

1.28

0.27

0.04

0.20

1

0.84

0.37

0.03

0.15

2

0.00

0.96

0.00

0.05

3

0.92

0.34

0.03

0.15

1

0.34

0.57

0.01

0.09

2

1.58

0.22

0.05

0.23

3

1.06

0.31

0.03

0.17

1

1.59

0.22

0.05

0.23

2

3.94

0.06

0.11

0.49

3

7.38

0.01

0.19

0.75

1

0.65

0.43

0.02

0.12

2

1.15

0.29

0.03

0.18

3

1.40

0.25

0.04

0.21

1

1.38

0.25

0.04

0.21

2

2.14

0.15

0.06

0.30

3

3.29

0.08

0.10

0.42

Note: All F-values obtained on univariate analysis of variance with functional support and
network size as covariates.
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Table 11
Results of ANCOVA's on Control Discrepancy, by Time Period
Assisted Living
Mean
9.50

SD
5.60

Community
Mean
9.47

SD
7.27

F-value

P-value

Partial
Eta
squared
0.00

Power

Discrepancy
0.05
0.83
0.06
Time 1
Discrepancy
9.39
5.53
7.89
8.70
0.76
0.39
0.02
0.14
Time 2
Discrepancy
9.56
5.22
6.11
6.46
4.86
0.04
0.14
0.57
Time 3
Note: All F-values obtained on univariate analysis of variance with functional support and
network size as covariates.
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Table 12
Mean Differences Between Groups on Adjustment Change Scores, by Time Period
Assisted
Living
Mean
SD

Community
Mean
SD

F value

P value

Partial
Eta
squared

IADLS1IADLS2

-0.41

2.25

0.39

1.68

2.25

0.14

0.06

0.31

IADLS2IADLS3

-0.25

2.59

0.21

2.51

0.28

0.60

0.01

0.08

IADLS1IADLS3

-0.45

2.99

0.38

1.84

1.00

0.33

0.03

0.16

Health1-Health2

0.02

0.76

-0.02

0.46

0.05

0.83

0.00

0.06

Health2-Health3

-0.14

0.81

0.12

0.60

1.19

0.28

0.04

0.19

Health1-Health3

-0.14

0.65

0.12

0.72

1.24

0.28

0.04

0.19

GDS1-GDS2

0.48

2.84

-0.46

1.61

0.63

0.43

0.02

0.12

GDS2-GDS3

-0.21

3.05

0.18

2.27

0.18

0.67

0.01

0.07

GDS1-GDS3

-0.20

1.99

0.17

2.45

0.24

0.63

0.01

0.08

LSI1-LSI2

-0.55

3.63

0.52

3.19

2.61

0.12

0.07

0.35

LSI2-LSI3

-1.14

3.84

0.96

4.29

2.30

0.14

0.07

0.31

LSI1-LSI3

-1.01

3.44

0.85

4.03

2.10

0.16

0.06

0.29

POMS1-POMS2

0.33

16.19

-0.31

11.91

0.00

0.96

0.00

0.05

POMS2-POMS3

1.02

16.22

-0.86

16.32

0.12

0.74

0.00

0.06

POMS1-POMS3

-0.99

12.20

0.84

13.29

0.18

0.68

0.01

0.07

BAI1-BAI2

0.13

4.76

-0.12

3.40

0.12

0.73

0.00

0.06

BAI2-BAI3

1.10

7.04

-0.93

2.68

1.35

0.25

0.04

0.20

BAI1-BAI3

0.91

5.48

-0.77

3.23

1.26

0.27

0.04

0.19

Power
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Table 13
Correlations Between Decisional Control and Adjustment Variables in Assisted Living Sample,
by Time Period

GDS15 Time 1

Perceived Decisional
Control Time 1
-.50*

Perceived Decisional
Control Time 2

GDS15 Time 2

-.08

GDS15 Time 3
LSI-Z Time 1

-.34
.40

LSI-Z Time 2

.30

LSI-Z Time 3
POMS-SF Time 1

.06
-.31

POMS-SF Time 2

-.23

POMS-SF Time 3
BAI Time 1

Perceived Decisional
Control Time 3

-.29
-.30

BAI Time 2
BAI Time 3
* Correlation is significant at the .05 level (1-tailed).

-.38
-.40
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Table 14
Correlations Between Desired and Experienced Control and Adjustment Variables in Full
Sample, by Time Period

GDS15 Time 1
GDS15 Time 2
GDS15 Time 3

Desired
Control
Time 1
-.31*

LSI-Z Time 1
LSI-Z Time 2
LSI-Z Time 3

.21

POMS-SF Time 1
POMS-SF Time 2
POMS-SF Time 3

-.24

Actual
Control
Time 1
-.55**

Desired
Control
Time 2

Actual
Control
Time 2

-.31*

-.46**

Desired
Control
Time 3

Actual
Control
Time 3

-.54**

-.76**

.46**

.74**

-.60**

-.79**

-.49**

-.51**

.44**
.11

.47**

-.45**
-.24

BAI Time 1
-.21
-.27
BAI Time 2
-.29*
BAI Time 3
*Correlation is significant at .05 level (1-tailed).
**Correlation is significant at the .01 level (1-tailed).

-.50**

-.42**
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Table 15
Correlations Between Perceived Decisional Control and Health Variables in Assisted Living
Sample, by Time Period
IADLS

Health

0.16

-0.41*

0.26

-0.06

0.19

-0.64**

Time 1
Perceived Decisional Control
Time 2
Perceived Decisional Control
Time 3
Perceived Decisional Control

*Correlation is significant at .05 level (1-tailed).
**Correlation is significant at the .01 level (1-tailed).
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Table 16
Correlations Between Desired and Expected Control and Health Variables in Full Sample, by
Time Period
Desired Control

Actual Control

IADLS Score

0.03

0.37*

Health

-0.23

-0.51**

IADLS Score

0.11

0.35*

Health

-0.20

-0.52**

IADLS Score

0.12

0.23

Health

-0.22

-0.25

Time 1

Time 2

Time 3

*Correlation is significant at .05 level (1-tailed).
**Correlation is significant at the .01 level (1-tailed).
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Figure 1.
Graphs of Adjustment Variables Over the Three Time Periods, by Group.
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Appendix A
Demographic Questionnaire
Please complete the following information.
Age:
Gender (Circle One): Male

Female

Ethnicity
Marital Status
Do you currently live with someone?

Yes

No

If yes, with whom do you live?
Do you have any chronic or acute medical conditions at this time? Yes

No

If yes, please describe:

Are you currently taking any prescription or over the counter drugs?

Yes

No

If yes, please list the drugs you are taking:

In your opinion, why are you entering an assisted living facility at this time? (For Assisted living
group only)

Under what conditions would you consider entering an Assisted Living Facility? (For
Community Group only)
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Appendix B
Questionnaire on Decisional Involvement
Who made the decision for you to enter an assisted living facility?

Did you feel you were involved in the decision to enter the assisted living facility? Yes No
How?
Please describe your involvement in the decision to enter the assisted living facility.

How involved was your family in making the decision for you to enter an assisted living facility?

Who was involved in the decision to enter assisted living (e.g., son, doctor, spouse)?

Do you wish you were more involved in the decision to relocate to assisted living?

Were you willing to move to assisted living?

Have you accepted the decision to move into assisted living?
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Appendix C
Perceived Decisional Control Questionnaire
1. Was it your decision to come live in assisted living?
1

2

No

3
Yes

2. Did others consult with you much about the decision to come stay in assisted living?
1

2

No

3
Yes

3. Do you feel that you influenced the decision to come here?
1

2

No

3
Yes

4. How much input would you say that you had in the decision to come live in assisted living?
1
None

2

3
A great deal
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Appendix D
Self-Rated Health Questionnaire
How would you rate your health (circle one)?
1
Excellent

2

3

4

good

fair

poor
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Appendix E

Geriatric Depression Scale - 15
The following questions ask you about your mood over the past week.
Choose either yes or no depending on how you felt during the past week.
1. Are you basically satisfied with your life?...........................................Yes No
2. Have you dropped many of your activities and interests?..................Yes No
3. Do you feel that your life is empty?......................................................Yes No
4. Do you often get bored?........................................................................Yes No
5. Are you in good spirits most of the time?............................................Yes No
6. Are you afraid that something bad is going to happen to you?..........Yes No
7. Do you feel happy most of the time?....................................................Yes No
8. Do you often feel helpless?....................................................................Yes No
9. Do you prefer to stay at home, rather than going out and doing new
things?.............................................................................................Yes No
10. Do you feel you have more problems with memory than most?.......Yes No
11. Do you think it is wonderful to be alive?...........................................Yes No
12. Do you feel pretty worthless the way you are now?..........................Yes No
13. Do you feel full of energy?..................................................................Yes No
14. Do you feel that your situation is hopeless?.......................................Yes No
15. Do you think that most people are better off than you are?.............Yes No
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